Douglas Gairdner won a scholarship to Oxford before transferring to medicine at the Middlesex Hospital, London, graduating in 1936. After a fellowship at Bellevue Hospital, New York, he served with the Royal Army Medical Corps in the Middle East. After the war he was appointed assistant to Professor Sir James Spence in Newcastle before moving to Cambridge in 1947. His contributions to paediatric research and literature, which his modesty prevents him from enumerating, are too extensive to detail. His approach is exemplified, however, when he says of neonatal research 'It was a joy for us that the extremely simple technology, which was all we had, was yet capable of yielding worthwhile results' and he praises, the dedication of his hard working colleagues. He was one of the many paediatricians of the day who rejoiced in the elevation of babies from being something of second class citizens to fully accepted 'patients' in their own right.
Douglas Gairdner has served all aspects of paediatrics with great distinction and is possibly best known for his 15 years Co-Editorship of the Archives of Disease in Childhood and Editorship of the first four editions of Recent Advances in Paediatrics. The BPA recognised his many contributions in awarding him the Spence Medal (1976) Therefore we undertook a study to establish whether or not H pylori infection was associated with protein losing enteropathy in Gambian children with chronic diarrhoea.
Fifty three subjects (25 boys, 28 girls; mean age 19 months) were studied and all had chronic diarrhoea (more than three loose stools per day for more than two weeks) and severe protein energy malnutrition (32 marasmus, 21 marasmic-kwashiorkor).
After admission, three consecutive fresh stool samples were collected for virological, parasitological, and bacteriological investiga- During the retrospective two year period, 10 out of 119 children were confirmed to have a herpes simplex skin infection. The prospective study, over a period of one year, showed eight out of 74 children with atopic eczema to have a confirmed herpes simplex skin swab. Thus during the combined three year period, the incidence of the virus was approximately 10%. Two children had one recurrence and one child had two recurrences.
All children confirmed to have a herpes simplex skin infection improved after seven to 10 days even though two, initially, had developed severe systemic upset. They were all treated with a five day course of oral acyclovir. Herpes simplex was confirmed in all children who were clinically suspected of having the virus, reflecting the ease of diagnosis and of culture of the virus. The incidence of about 10% of herpes simplex infection in acutely exacerbated atopic eczema was also found by David and Longson.2 This incidence may have been an underestimate as swabs were only taken on clinical suspicion that the virus was present. There may have been similar underestimations in our study. When infected eczema fails to respond to antibiotics within two days this is thought to suggest a herpes simplex infection.2 It would be interesting to determine the incidence of the herpes simplex virus in acute eczema when it is not clinically obvious.
This study confirms my observation of the high incidence of herpes simplex in atopic eczema. It should always be considered in an acute exacerbation of atopic eczema as it can cause considerable associated systemic disease. Sibbald concluded that psychological factors were not major determinants of the responses of her adult asthmatic subjects to two hypothetical attacks of asthma.2 Simple messages, teaching patients how to cope rather than trying to improve their knowledge of disease, would be most likely to reduce morbidity. A self management scheme of this type was assessed in an open study by Beasley and colleagues.3 A written plan and a peak flow meter were provided for each of the subjects. Patients improved over a seven month period, suggesting that the plan was successful. A controlled study, with an assessment of the (nonstandard) advice given and an analysis of the important features which were responsible for improved control, will be essential sequels to this study.
Of immediate practical help, the National Asthma Campaign has recently introduced two children's asthma cards, based largely on a similar design used successfully at Hammersmith Hospital for over 10 years.4 One card is for personal use by parents or child. The other is to be taken to school. There are sections for regular treatment Perhaps we should be directing our attention to those infants who present with convulsion associated with low grade fever. Simple methods of fever control are less likely to prevent a pyrexia of 38-50C than one of 40-41C, and it may be appropriate to consider early introduction of anticonvulsant treatment in this group. This could be withdrawn after a relatively short period of six months to one year, as the infant's convulsion threshold may well have risen to levels where fever control alone is adequate.
